IT is necessary that there should be adequate buccal and labial sulci in order that both the jaws, lips, tongue an.d cheeks should perform their natural and proper functions of both mastication and speech.
It is also necessary that adequate sulci should exist in order that functional artificial dentures may be worn. The obliteration of buccal sulci means unstale dentures, since it is largely upon the grip of dentures upon the external surfaces of the alveolar processes that the stability of artificial dentures depends.
It is also recognized that the persistence of a hypertrophied frenum labii is a frequent cause of separation of the two upper central incisors. In the same way I think the dense adhesions one so frequently sees between lips or cheeks and jaws obliterating the sulci are frequently causal factors in preventing or delaying firm osseous union from taking place.
OBLITERATION.
The buccal and labial sulci may become obliterated either actually or relatively from general causes, the chief of which are: (a) Excessive atrophy of the alveolar processes. As is well known this occurs as a result of the prolonged infection and suppuration of ' At a meeting of the Section, held December 9, 1918. chronic dental arthritis; it also occurs from prolonged disuse of the alveolar processes; lack of the stimulus of function transmitted either through natural or artificial teeth leads to a corresponding atrophy of the process, and thus to a flattening out or relative obliteration of the sulci.
(b) In civilian dental practice it is well known that local obliterations of the sulci in the form of hypertrophied buccal and labial frena cause much trouble in the stabilizing of artificial dentures.
(c) Ulcerations, due to alveolar abscesses, ulcerative or gangrenous stomatitis also occasionally obliterate the buccal sulci, owing to adhesions forming between the cheek and jaw in the process of healing. Under this heading may also be included the effects of severe burns and corrosive fluids.
(d) Gunshot wounds of the jaws as seen during the present war are almost invariably followed by adhesions more or less great between the lips and cheeks and the jaws, obliterating the buccal sulci, rendering plastic restorations of the lips in particular frequently abortive, and the wearing of any artificial prosthesis either impQssible or extremely inefficient and uncomfortable.
TREATMENT.
Until recently the methods of treatment of this condition have been, in my opinion, more or less unsatisfactory. The methods which I have employed have been the following:
(1) Preventive.-In a certain number of cases the early use of "shields" of vulcanite or metal may prevent adhesions forming, but in severe cases will not prevent subsequent contractions from taking place.
(2) Stretching,-For this some arrangement of rubber-covered springs resting on the adhesions or the obliterated sulci is necessary, or padded vulcanite shields may be inserted, and the size of the pads periodically increased. This method, however, is slow, tedious and ineffective except in trivialcases. Moreover, stretched scar tissue always tends in time to contract again (unless constant pressure is kept up).
(3) Simple Division of the Adhesion and so the Immediate Establishment of a Buccal or Labial Sulcus.-This.appears quite simple, and at the time muay appear to give an excellent result, but one is left with I I prefer this term to " pyorrhnea " as being more correct anatomically and surgically. a raw ulcerating surface, which will inevitably contract, and thus recurrence is absolutely certain.
(4) Flap Method.-In order to obviate some of the above objections, about eighteen months ago I devised a method of raising a flap of mucous membrane from the cheek, and having made a sulcus by incision and curetted the alveolar bone, planting the flap down on the raw bone area and holding it. there with a prosthetic appliance, the raw area in the cheek being closed as far as possible with sutures. This method gave greatly improved results, but was not entirely satisfactory on account of some contraction occurring in the cheek.
(5) Epithelial Inlays.-This method as practised by Essex and others on the Continent, and at this hospital by Major Gillies, consisted in endeavouring to establish a buccal sulcus by approaching the obliteration from the exterior of the lip or cheek, and thus doing an aseptic skingraft operation. This was a considerable advance, and was the first attempt to obtain a definitely skin-lined sulcus as far as I am aware. The disadvantages of this method are: (a) The extreme difficulty of establishing the skin-graft evenly in close proximity to the buccal mucous membrane when working from the outside. Thus when the operation is successful, it is more of a pocket than a sulcus which is formed. (b) The frequency with which such inlay operations suppurate and thus produce additional scarring on the face, necessitating further operation at a later date to remove the scars.
With the above experiences it was but a short step to the next stage -intra-oral skin-grafting. I argued thus: (a) the establishment of a sulcus by direct incision undoubtedly gives the best-shaped sulcus; (b) my buccal flap operation would be quite satisfactory if contraction in the cheek could be prevented, and if sufficient tissue were always available; (c) skin-grafts frequently " take " even when bathed in pus for many days; (d) the superficial cells of the epidermis, which compose a Thiersch graft, must have a very high resistance to surface organisms, and are able to live in spite of their presence, or organisms would penetrate a skin surface, and severe ulcerations from trivial injuries of the skin surface would be common; (e) I have observed in other skin-grafting operations that pressure, even and continuous-the obliteration of dead spaces-seemed to be the most essential factor for success. I therefore determined in February, 1918, to try the skin-grafting of a re-established buccal sulcus directly into the mouth and under pressure. I was extremely gratified by immediate success, and have continued to use the method ever since, and no single case has failed. Some have been better than others, but the fault where there has been one, 'has been mine, due to insufficient or insufficiently continuous pressure. Given accurate technique, the establishment of the sulcus and the skingraftiug of its surface will be certain in every case. The method. of procedure is as follows:-(a) When Adjacent Teeth are Present.-In this case I prefer to have an appliance similar to a dental splint, constructed previously, carrying an arm attached by screws to the " splint." To the arm is attached -a perforated shield, which will approximately fit in the sulcus when established. An incision is made dividing the "adhesions," A, alveolar process; B, lip or cheek; C, obliterated sulcus; D, adhesions divided; E, composition impression covered with skin graft in situ ; F, sulMus established, covered with epithelium on both surfaces. keeping the knife close to the bone. Bleeding is arrested. The shield is covered with modelling composition and an "impression " obtained of the raw area of the sulcus. This is removed. A Thiersch skin graft is cut from the arm (or leg) and placed raw surface upwards upon the impression of the sulcus: it is smoothed down flatand passed up into place and the arm secured by the screw provided. Thus the skin-graft is pressed eveuly into all the unevennesses of the sulcus, and maintained there with constant pressure.
(b) When no Teeth are Present.-In this case the procedure is the same in all particulars except that I ligature the " impression " into Section of Odontolo.gy place and maintain it there with circumferential silk-worm gut ligatures in the lower jaw or by passing sutures through the palatal muco-periosteum and cheek or lip in the upper jaw.
There is another class of case in which I have found this method useful. Private H. was admitted to this hospital with an old united fracture of the jaw, but with elevation of the posterior fragment, so that the upper molars (three) impinged upon the muco-periosteum of the mandible (edentulous posteriorly), thus rendering' the fitting of a lower *~~~~~6 Diagram of method of retaining composition when no teeth are available. A, aw; B, lip; C, composition reinforced with sheet pewter; D, circumferential ligatures; E, tied externally over pad soaked in tincture of benzoin. denture impossible. I am aware that some would advise the extraction of the upper molarts, but not being an advocate of the unnecessary sacrifice Qf teeth, I proceeded as follows with very satisfactory results. The elevated alveolar process of the mandible of the left side was resected. This of course produced a " relative" obliteration of the baccal sulcus, which would probably have become progressively worse. So at the same operation I deepened the buccal sulcus by incision, and implanted a skin graft on the raw areas. The composition was held by an appliance attached to the incisor teeth. The graft took excellently, and the patient now has perfect function with a partial lower denture.
REMARKS.
General or local anesthesia may be used as indicated in each particular case.
The composition I leave in position for ten days, and then remove and replace at once by a prosthetic appliance-i.e., permanent or temporary denture or vulcanite shield.
The method has yielded such uniformly good results to all who have used it, that I think its use should be made widely known to all those dental surgeons who are engaged in treatment of gunshot fractures of the jaw. I think, moreover, that in civilian practice this procedure will be of not inconsiderable use and advantage in a great number of cases.
